
DEPARTMENT OF HEALTH AND HUMAN SERVICES 
HEALTH CAR5 FINANCING ADMINISTRATIONa-. 

TRANSMITTAL AND NOTICE OF APPROVAL OF 
STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCING ADMINISTRATION 

TO: 	 REGIONAL ADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One): 

FORM APPROVED 
OMB NO. 0938-0193 

1. TRANSMITTAL NUMBER: 2. STATE: 

I nd iana.-.Q-..3---!lLA.. 
3. 	 PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL 

SECURITY ACT (MEDICAID) 

4. PROPOSED EFFECTIVE DATE 

J u l y  1, 2003 

0NEW STATE PLAN 0 AMENDMENT TO BE CONSIDERED AS NEW PLAN Ix] AMENDMENT 

COMPLETE BLOCKS 6THRU 10 IF THIS IS AN AMENDE -
6. 	 FEDERAL STATUTE/REGULATION CITATION: 

Sec t i on  1917 ( c )  o ft h eA c t  

8. 	 PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: 

Supplement9(a) t o  A t t  2.6-A, Page 2 

10. SUBJECT OF AMENDMENT: 

Beg inn ingmon tho fT rans fe r  o f  P r o p e r t yP e n a l t y  

dlENT (Separate Transmittal for each amendment) 

7. FEDERAL BUDGET IMPACT: 
a. FFY 2003 $0 nn 
b. FFY a o o  V $0.00 

9. 	 PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 
OR ATTACHMENT (If Applicable): 

Supplement 9 ( a )t o  A t t  2.6-A Page 2 

0OTHER, AS SPECIFIED: 

-̂  

.­

11. GOVERNOR'S r e v i e w  One): 

GOVERNOR'S OFFICE REPORTED NO COMMENT 
0COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
0 NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

----._I..I _._I._____ 

12. SIGNATURE OF STATE AGENCY OFFICIAL: 

j l C d L 2 A C 2  LC-­
13. TYPED NAME: 

Me1a n i  e Bel  1a 
14. TITLE: 

A s s i s t a n tS e c r e t a r y  
15. DATE SUBMITTED: 

16. RETURN TO: 

M e l a n i eB e l l a ,A s s i s t a n tS e c r e t a r y  

O f f i c e  o f  M e d i c a i d  P o l i c y  andPlanning 

402 W .  Washington, Room W382 

I n d i a n a p o l i s ,  I N  46204 

ATTN: TracyBrunner ,S ta teP lanCoord ina tor  


FOR regionalOFFICE USEON1Y 
17. DATE RECEIVED: 

. . .  of medicaid and Child: 
23. REMARKS: 

FORM HCFA-179 (07-92) 



Revision: HCFA-PM-95-1 (MB) 	 SUPPLEMENT 9 (a) TO ATTACHMENT 2.6-A 
Page 2 

State: Indiana 

TRANSFER OF ASSETS 

3. Penalty Date--The beginning date of each penalty period imposed foran 
uncompensated transfer of assets is: 

the first day of the month in whichthe asset was 
transferred; 

X the first day of themonthfollowingthemonthof transfer. 

4. Penalty Period - Institutionalized Individuals--
In determining the penalty for an institutionalized individual, theagency 
uses: 

X 	 the average monthly cost to aprivatepatient of nursing 
facility services in the agency; 

the average monthly cost to a private patientof nursing 
facility services in the community in which the individual 
is institutionalized. 

5. 	 Penalty Period - Non-institutionalized Individuals--
The agency imposes a penaltyperiod determined by using the same 
method as is used for an institutionalized individual, including the use of 
the average monthly cost of nursing facility services; 

imposes a shorter penalty periodthan would be imposed for 
institutionalized individuals, as outlinedbelow: 

TN NO. 03-024 Approval Date Cjcs :' , '':,',,: Effective Date: July 1, 2003 

Supersedes 

TN NO. 95-0 17 



